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Abstract: Understanding the factors that motivate behavioral change is
central to health promotion efforts. We used qualitative descriptive methods
in an effort to understand the role of self-knowledge in the process of risk
factor modiﬁcation. The sample consisted of 17 men and 7 women with diag-
nosed coronary heart disease, who were attempting to initiate and sustain
programs of cardiovascular risk modiﬁcation. Participants described self-
knowledge in terms of three contextually situated patterns: representational,
evaluative, and behavioral action. Results reinforce the motivational role of
the self and highlight the importance of understanding dimensions of self-
knowledge relevant to cardiovascular risk reduction.  2007 Wiley Periodicals,
Inc. Res Nurs Health 30:373–384, 2007
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Coronary heart disease remains the largest
single cause of death in the United States
(American Heart Association [AHA], 2001).
Although physical and behavioral characteristics
that increase coronary heart disease (CHD) risk
have been established, the challenge ofpromoting
sustained lifestyle change to reduce or eliminate
risk behaviors has not been fully met. Despite
the beneﬁts of primary and secondary prevention
in the reduction of cardiovascular risk, lack
of adherence is a fundamental problem in risk
modiﬁcation efforts (Miller, Hill, Kottke, &
Ockene, 1997; Smith et al., 2001).
Although motivation has been identiﬁed as a
primary determinant of health behavior change,
interventions designed to enhance motivation in
behavioral change have shown limited effective-
ness (Krummel et al., 2001; Miller et al., 1997).
Thus, there is a need to better understand
how motivation contributes to the initiation and
maintenance of behavioral change. Wellness
motivation, in particular, has been described as a
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2007 Wiley Periodicals, Inc.behavioral change process that includes recogniz-
ing the need for change, initiating behaviors
consistent with valued goals, and maintaining
those behaviors over time (Fleury, 1991, 1996).
This process also entails generating valued
goals, imagining opportunities for action, as well
as carrying out goals intended to bring about
health-relevant behavioral change. Within this
context, a promising area of research involves
conceptionsoftheself,andhowthewaysinwhich
individuals deﬁne, describe, interpret, and act
on valued goals guide risk-reducing behaviors
(Whaley, 2003).
The self-system is increasingly being recog-
nized as a critical antecedent or correlate of
motivation in behavioral change (Anderman,
Anderman, & Griesingner, 1999; Bonanno,
Rennicke, & Dekel, 2005; Mischel & Morf,
2003). Researchers have explored aspects of
self-knowledge, deﬁned as the subset of an
individual’s stored knowledge about her or his
personality (Baumeister, 1998), including ideal or
feared selves (Oyserman, Bybee, Terry, & Hart-
Johnson,2004;Oyserman&Fryberg,2006),goals
and plans for action (Gollwitzer, Fujita, &
Oettingen, 2004; Oettingen & Gollwitzer, 2001),
changes in goals and plans across the life span
(Heidrich & Ryff, 1993; Roberts, O’Donnell, &
Robins,2004),andpersonalefﬁcacyinbehavioral
domains (Cervone, Mor, Orom, Shadel, & Scott,
2004; Maddux & Gosselin, 2003). The goals,
motivations, and actions involved in behavioral
change are linked to the self-system, as the
self is the central point of reference for cogni-
tion, emotion, motivation, and social behavior
(Sedikides,2003;Sedikides,Gaertner,&Toguchi,
2003; Sedikides & Gregg, 2003).
Self-knowledge reﬂects those aspects of a
dynamicself-conceptthatdevelopthroughinternal
self-evaluation and interpersonal experiences, and
reﬂect motivational needs expressed as individual
goals(Markus&Nurius,1986;Sedikides&Gregg,
2006; Sheldon, 2004). Moreover, self-knowledge
inﬂuences the interpretation of new information
about the self (Sedikides & Green, 2000, 2004), as
well as behavior toward the self (Bagozzi, Moore,
& Leone, 2004; Baumeister & Vohs, 2004). Self-
knowledge provides the conceptual foundation for
assigning meaning to events, establishing goals
and standards for behavior, gauging one’s self-
efﬁcacy, and developing strategies for the regula-
tion of behavioral outcomes (Kendzierski, 1997;
Pridham, 1993; Stein, 1995; Taylor, Pham, Rivkin,
&Armor,1998).Thus,self-knowledgelikelyplays
a primary role in regulating individual motivation
and decision-making activities relevant to the
formation of goals and health behaviors central to
cardiovascular risk reduction. In the sense that
motivation implies potential change from present
to future, self-knowledge operationalizes and
represents motivation in the self-concept (Dunkel
& Kerpelman, 2006; Markus & Nurius, 1986;
Unemori, Omoregie, & Markus, 2004).
The development of theory and practice that
focus on individual efforts in initiating and
maintaining positive health behaviors must surely
includeaninvestigationofhowindividualmotives
aretransformedintopersonalintentionsandplans.
Inquiry into the representation of self-knowledge
promisestoprovideanincreasedunderstandingof
theprocessesthroughwhichchangesinindividual
healthstatusoccurandthepatterningofindividual
behavior in interaction with the social environ-
ment. Few researchers have explored the role of
self-knowledge in cardiovascular risk modiﬁca-
tion from the perspective of older adults with
diagnosedCHD.Thus,thepurposeofthisresearch
was to rely on self-knowledge as a basis for
understanding how individual motives, expecta-
tions, and goals are manifested within the process
ofriskfactormodiﬁcationamongthosewithCHD.
This research builds upon previous work on the
role of the self in health behavior to further
clarifythecontentand function ofself-knowledge
in motivating behavioral change, and to establish
a relevant theoretical basis for the assessment
of personally relevant behavioral domains,
individual determination of potential, and the
prediction of future behavior (Black, Stein, &
Loveland-Cherry, 2001; Fleury, Sedikides, &
Donovan, 2002; Quellette, Hessling, Gibbons,
Reis-Bergan, & Gerrard, 2005).
METHODS
We present a secondary analysis of inductively
generated data, using a qualitative descriptive
design (Sandelowski, 2000). The parent study
used grounded theory methodology to identify,
describe, and provide an analysis of the psycho-
logical and social processes involved in the
initiation and maintenance of cardiovascular
health behavior over time (Fleury, 1991). Empower-
ing potential, the basic social process identiﬁed
from the data, explained individual motivation
in health behavior change. In this secondary
analysis, we sought a more complete descrip-
tion and conceptualization of the role of self-
knowledge in motivation for health behavior
change and the modiﬁcation of cardiovascular
risk.
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The sample consisted of 24 individuals with
CHD who were in the process of initiating and
sustainingprogramsofhealthbehaviorchange.To
be included, participants had to (a) be engaged in
a formal and monitored cardiac rehabilitation
program; (b) have clinically diagnosed CHD;
(c)beabletospeakEnglish;and(d)giveinformed
consent. Participants were recruited from a
cardiac rehabilitation center that served patients
of diverse socioeconomic backgrounds from
both urban and outlying rural communities. The
program offered a variety of services, such as
smoking-cessation, nutritional counseling, stress
management, aerobic exercise, pharmacy or
medication classes, and weight training.
Of the 24 participants, 17 were men and 7 were
women. The participants’ ages ranged from 38 to
79, with a mean age of 58 ( 8.2 years). Eight
participantswerereferredtocardiacrehabilitation
after acute myocardial infarction. Six had under-
gone coronary artery bypass graft surgery after
myocardial infarction, whereas three had under-
gone this surgery after a clinical diagnosis of
myocardial ischemia. At the time of the study,
participants had been involved in cardiac re-
habilitation for an average length of 10 weeks.
The majority (n¼19) were married. Seven were
employed full time, 6 were employed part-
time, and 11 had retired. All participants were
high school graduates, and 10 had some college
education.
Procedures
Data collection involved the use of increasingly
structured interviews over time with individuals
attempting to implement health behavior change.
Participant recruitment and data collection took
place over 7 months in 1989–1990. Attendance
at seminars on risk factor modiﬁcation and at
exercise sessions allowed the investigators to
become familiar with individuals at different
stages in the lifestyle change process. The recruit-
ment protocol included determination of initial
eligibility and was guided by maximum variation
and theoretical sampling methods (Curtis, Gesler,
Smith, & Washburn, 2000; Patton, 2002; Sande-
lowski,1995).Through theoreticalsampling, data
sources were selected to test, elaborate, and reﬁne
identiﬁed categories. For example, participants
were sampled based on their length of time in
cardiac rehabilitation, and, thereby, experience
in the process of risk modiﬁcation. Maximum
variation sampling was used to explore the
commonanduniquemanifestationsofself-knowl-
edge across a range of participant experiencewith
healthbehaviorchange.Sixparticipantsdescribed
themselves as struggling with recommended
health behavior change, which allowed us both
toexplorevariationsinthedatarelatedtolevelsof
motivation and to better deﬁne self-knowledge
across differing levels of motivation for health
behavior change.
Potential participants were recruited by a
research team member. During this initial
meeting, participants were informed of the
study purpose and protocol and assured of
conﬁdentiality. Those who met eligibility criteria
andwhoagreedtoparticipatereviewedandsigned
the study consent form. Following the initial
recruitment and informed consent process, parti-
cipantswerecontactedtoarrangeatimeandplace
for the interview.
Data Collection
Data collection began with unstructured inter-
views. Interviews were conducted in a private
area, such as an empty classroom, chosen by each
participants. Interview data were audiotaped in
their entirety. The primary questions designed
to explore self-knowledge within the process of
healthbehaviorchangewere:(a)‘‘Howdoyousee
yourself, both now and in the future?’’, (b) ‘‘How
do the ways that you see yourself help you to
determinegoalsforhealthbehaviorchange?’’,and
(c) ‘‘How do the ways that you see yourself help
you to determine strategies for health behavior
change?’’ The questions for each interview
followed the same general format. Interviews
were conducted with participants until either
the informational value of participants’ answers
was exhausted or informational redundancy was
reached. Of the 24 participants, 4 were inter-
viewedtwice.Thesefourweretheindividualswho
we thought could best clarify and verify emerging
conceptualizations.
Data Analysis
Data were analyzed using qualitative content
analysis,consistentwith aconventionalapproach.
Conventional qualitative content analysis was
usedforthesubjectiveinterpretationofthecontent
of narrative data and for the descriptions of a
phenomenon through the process of coding and
identifying themes or patterns (Hsieh & Shannon,
Research in Nursing & Health DOI 10.1002/nur
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summary of the informational contents of the
data, identiﬁcation of data codes, and the con-
struction of categories. Data analysis was con-
ducted at two levels. In the ﬁrst level, researchers
reviewed the statements from the interviews in an
effort to understand the data in context. In
the second level, data were coded using a line-
by-line analysis of the transcribed interviews and
the coding of data into relevant sentences and
phrases. Codes speciﬁc to self-knowledge were
compared both within and across interviews, with
related codes clustered to determine categories of
self-knowledge and their properties. Data were
thenclassiﬁedtoformulatedistinct categoriesand
synthesize themes of meaning.
Trustworthiness of the Data
The techniques used to optimize the trustworthi-
ness of data generated were based on criteria
established for naturalistic inquiry (Guba &
Lincoln, 2005; Lincoln & Guba, 1985). Credi-
bilityreferstohavingconﬁdenceinthetruthofthe
ﬁndings as experienced by the participants.
Regular interaction with participants during data
collection and analysis provided validation and
clariﬁcation of the data. Knowledgeable peers,
including cardiac rehabilitation staff, validated
the rationale for data categorization. Referential
adequacy was optimized by comparing the
developing conceptualization with related data
sources on the role of the self in health behavior
and health-related motivation. Through a litera-
turereview,conceptualizationsandempiricaldata
relevant to categories were identiﬁed and used
to ground coding and categorization decisions.
Dependability refers to the ability to track
variance in the data over time. The use of process
and analytic memos throughout the course of the
inquiry optimized dependability. After each inter-
view, the investigators included in memos their
decisions about the data and the sampling
procedures in order to clarify data patterns. These
decisions were reviewed and discussed with the
research team. Conﬁrmability refers to the inter-
pretational objectivity of the data. Conﬁrmability
was maintained by exploring alternative explana-
tions with both cardiac rehabilitation staff and
participants. The initial categorizations were
discussed with cardiac rehabilitation staff. Fur-
thermore, member checks of data categorizations
were conducted with participants, as a forum
for discussion and clariﬁcation of investigator
conceptualizations.
RESULTS
Interview data provided relevant information
abouttheroleofself-knowledgeinguidingefforts
tomodify cardiovascular risk.Thecontent ofself-
knowledge consisted of the delineation of valued
goals, health outcomes, and outcome-consistent
action statements. Self-knowledge contained
individualized conceptions of both desirable
and undesirable future health outcomes, as well
as detailed constructions of behavioral plans to
realize or avoid these outcomes. Participants
described health-related self-knowledge in
terms of three socially and contextually situated
patterns: self-knowledge as a representational
process, self-knowledge as an evaluative process,
andself-knowledgeasabehavioralactionprocess.
These patterns of self-knowledge were interactive
rather than mutually exclusive and illustrate
the complexity of self-knowledge in motivating
the initiation and maintenance of health behavior
change (Fig. 1).
Self-Knowledge as a
Representational Process
Self-knowledge provided a context of meaning
through which participants interpreted past and
current behavior and constructed self-relevant
representations of what might be possible for
them in the future (Dunkel & Kerpelman, 2006;
Markus & Nurius, 1986). Participants discussed
their hopes and fears for future health outcomes
and elaborated valued goals that guided the
initiation and maintenance of behavioral change.
Therepresentationalprocessreferstoresponsesto
thequestion:‘‘WhatwillIbecomeinlightofwhat
has happened to me?’’ As an immediate response
to the diagnosis of CHD, participants wondered
about what might be possible for their recovery
and began to envision these possibles as goals to
guide behavior. The possibles served as personal-
ized representations of relevant motives and
threats (Dunkel & Kerpelman). Self-knowledge
as a representational process formed a context for
goal development related to risk modiﬁcation
within three categories: the desired self, the
socially created self, and the feared self.
The desired self reﬂected the construction
and awareness of personally relevant behavioral
domains that provided a direction for change
and growth (Yowell, 2002). The recognition of
desired possible selves fostered the construction
of personal goals for the realization of valued
health outcomes. The desired self was manifested
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that included general outcomes such as personal
independence, as well as speciﬁc outcomes such
as a weight loss of 25 pounds. In reﬂecting on
desired goals and health outcomes during the
process of rehabilitation, one participant noted:
Ithinkthatyoualwayshavetheimagesofhowyouwant
to be. They’re with you throughout the changes. It’s a
part of setting new goals, creating new things for
yourself. The images are directives throughout the
changes.
The socially created self refers to responsive-
ness to social experiences and societal norms for
healthy behavior and health outcomes (Shepard,
2003). Socially created self-knowledge directed
goal formation consistent with the values and
expectations of family, friends, and society at
large. Participants often interpreted their behavior
in terms of how others would respond or be
affected. Thus, socially created self-knowledge
facilitated an examination of the role of risk-
producing behaviors in relation both to personal
values for acceptance and societal values.
Two participants discussed the role of the socially
created self as motivating attempts to quit
smoking. As one man observed:
I was laying in bed one night, and I was thinking about
how could I justify to my family if I was laying in the
hospital dying of something caused by cigarettes. I
imaginedmyselflayingthereandIthought:‘‘it’swrong
for me to do that.’’ I thought: ‘‘I owe it to my family not
to do that.’’ That’s the way I convinced myself.
Another woman noted:
You think about your own future and that of your
family...you examine your options.
The feared self reﬂected an awareness of the
negative future consequences of risk-producing
behaviors (Yowell, 2000). Representations of
personal fears included debilitation following a
cardiac event or sequelae from a cerebrovascular
accident. Such fears also served to motivate risk
factor modiﬁcation in that they directed behavior
to avoid feared outcomes. In discussing her
decision to participate in an outpatient cardiac
rehabilitation program, an older woman shared
aspects of her feared self:
I think a lot about the future. Even though I’m old, I
don’tfeellikeI’mold.Iwanttocontinuetobeabletodo
things for myself. I don’t want to end up in a nursing
home. You know, you can’t help but think of that. You
think of what could happen.
Self-Knowledge as an
Evaluative Process
Within the evaluative process of self-knowledge,
participants moved from generalized conceptions
of personal goals or possibles to the organization
and speciﬁcation of directive goals and self-
relevant expectations and beliefs by which to
judge their efforts. Self-knowledge provided the
basis for an appreciation of the meaning of both
current and past behavior in terms of individual
Research in Nursing & Health DOI 10.1002/nur
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growth and change, and self-efﬁcacy. Through
self-knowledge, participants established expecta-
tions for health behavior change, including
outcome expectations, and created a personally
relevant evaluative framework for behavior con-
sistent with these expectations (Baumeister &
Vohs, 2004). Self-knowledge formed the evalua-
tive process for efforts to modify risk within three
categories: goal expectations, the potential for
growth, and self-efﬁcacy.
Goal expectations included the creation of
speciﬁc short- and long-term goals, as well as
expectations for behavioral outcomes. Goal
expectations served as a guide in the initiation
and regulation of behavioral change over time
(Oyserman et al., 2004). Expectations included
both personally and socially valued aspects of
health behavior such as feeling better, achieving a
reduction in cardiovascular risk, and being able
to participate more fully in family life. Yet,
participants also weighed the pros and cons of
behavior in light of their own values. Thus,
personal expectations were often the subject of
conﬂict and difﬁculty for participants in the
process of choosing between valued goals and
behaviors. Many participants struggled with
personal goals for health behavior change in
light of equally valued risk behaviors. For some
participants,prescribedplansforphysicalactivity,
dietary modiﬁcation, or smoking cessation were
inconsistent with personal values or a personally
deﬁned sense of self and were, therefore, difﬁcult
to follow. One woman described this struggle
related to weight loss:
Maybe you had been at an ideal weight at one time. Or
maybe at one time in your life, think back to when you
really felt good about yourself. Maybe that involved
being at a lower weight or maybe that involved being
able to perform certain physical activities, so you
become encouraged to have that feeling again.
Another woman described her efforts to quit
smoking:
I did visualize myself as healthier, with stronger lungs
and able to do more. But you also think about life
withoutaverypowerfulcrutch,somethingthathasbeen
with you through some very rough times, a comfort of
sorts. It’s hard to think about getting through the rest of
your life without a cigarette in reach.
As participants’ knowledge, self-perception,
goals, and experience grew and changed, evalua-
tive criteria for behavior and health outcomes
followed suit (Dunkel, 2000). Participants noted
that their self-understanding was continually
modiﬁed and emerging, as they achieved goals
and reﬁned behavioral strategies. Indeed, self-
knowledge reﬂected a growth-oriented dynamic
component in motivation toward sustained life-
style change. As one woman reﬂected on this
process:
It seems like, as you go on, your images of where you
wanttobeandwhatyouneedtodogetmorespeciﬁc.It’s
an ongoing thing. You always have these pictures in
yourmindofhowyouwanttobeandwhatitwilltaketo
get you there.
Participants gauged their personal efﬁcacy in
reference to achievement of valued health out-
comes (Oysermanetal., 2002). Participants based
their evaluation of personal efﬁcacy both on past
experience and the meaning of health behavior
changewithinaspeciﬁcsituation.Self-knowledge
thatreﬂected feelings ofpersonalhealth,indepen-
dence, and productivity was closely tied to
perceptions of efﬁcacy and a sense of possibility
intheachievementofvaluedhealthoutcomes.The
recognition of individual attempts to change, as
well as acknowledgement of progress in efforts to
modify risk, enhanced participants’ sense of
achievement and efﬁcacy to sustain life changes.
In discussing evaluations of personal efﬁcacy to
initiate a physical activity program following a
cardiac event, one man noted:
Asfarasmyphysicalcondition,I’moptimistic.Icansee
myself in top condition I know I can get back in top
shape. I thought ahead and felt that if I made the
changes, and kept up with them that I could get better. I
was hopeful of that.
Forthoseparticipantswhoperceivedthemselves
as lacking in efﬁcacy, evaluative self-knowledge
was less positive. Participants spoke of a sense of
hopelessness related to future health outcomes and
an inability to create personal resources for risk
modiﬁcation. Although change may have been
consistent with desired, socially determined, or
feared self-knowledge, participants felt unable to
view themselves and their abilities in ways that
facilitated positive change. The role of efﬁcacy in
motivating behavioral change was evident in the
experience of one woman who was attempting to
initiate a reduced calorie diet:
I’ve tried to get back on the diet and it just won’t click.
I’ve hit a brick wall and I’ve never been able to get over
that. Ijustdon’tsee howIcanmake thechanges.Ithink
of the future, and it just seems hopeless.
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Beyond the construction of personalized goals for
behavioral change, self-knowledge facilitated the
activation of speciﬁc processes for achieving
desired health outcomes. The behavioral action
process comprised the development of behavioral
strategies used to transform goals into desired
outcomes and, thus, provided a map for guiding
behavior, evaluation, and self-regulation. Par-
ticipants generated plans for action, strategies for
negotiatingthesocialcontext,andmechanismsfor
self-regulation of behavioral change (Leondari,
Syngollitou, & Kiosseoglou, 1998; Oyserman,
Gant, & Ager, 1995).
In planning behavioral change, participants
visualized speciﬁc situations and created relevant
behavioralstrategiestoachievedesiredoutcomes.
Strategies served as action guides for behavior,
particularlyinthosesituationswhendifﬁcultiesor
barrierswereencountered.Throughanassessment
of valued goals and judgments about the means
best suited to attain those goals, participants
generated plans for goal attainment. As one
participant put it:
Even though I know I have to make changes, it still
involves a process of decision making. To other people,
you aren’t doing anything—butreally inyour mind you
are deciding what you should do, before you go ahead
and do it.
In negotiating the social context, participants
explored the relevance of differing options and
compared alternative strategies for behavioral
change. These strategies involved negotiating
and adjusting to emerging social contexts and
reﬂected a problem-solving approach to risk
modiﬁcation. Through self-knowledge, partic-
ipantsexaminedthe relevance ofdiffering options
for behavioral change as a basis for creating
realistic plans for change. Participants considered
and visualized speciﬁc situations and evaluated
acceptable alternative outcomes. As one partic-
ipant noted:
In order to change, you’ve got to think, ‘‘What are the
changes that I need to make and how are they going
to work?’’ I get it in my mind what I want to do ﬁrst
and then think about how it will ﬁt into my life. You
have to explore your options, what your life is going to
look like. Whatever large or small change it is, you’ve
got to visualize that. Then you can do it. You need to
be able to imagine your options and then make
concrete decisions.
As a result of strategizing and negotiating,
participants created new patterns of behavior to
replace those considered ineffective in achieving
valued goals. Participants created self-regulatory
mechanisms to guide their behaviors. Feedback
mechanisms and self-monitoring strategies were
integrated within self-regulation processes that
guided reward and punishment contingencies for
behavioral outcomes. In one participant’s words:
When you don’t meet your own expectations, you feel
upset, you haven’t followed through, haven’t met your
ownexpectations orlived up tothegoals that you’veset
for yourself. If you set a few rules for yourself, like
exercise of some kind every day, then you have a
structuretogoon,youfeelalittlemoreincontrol.Ikept
saying I would do something today, I won’t eat this
today,butuntil I set myself up some structure, you need
some rules.
DISCUSSION
Our ﬁrst study in this line of research attempted to
catalogue the psychological and social processes
involved in the initiation and maintenance of
cardiovascular health behavior over time (Fleury,
1991). Empowering potential emerged from a
grounded theory methodology as a general
explanation for motivation in health behavior
change. In the current secondary analysis, we
adopted a more detailed approach, also using
qualitative methodology. In particular, we exam-
ined the role of self-knowledge in motivating
health behavior change and the modiﬁcation of
cardiovascular risk. Participants described self-
knowledge in terms of three contextually situated
patterns: representational, evaluative, and behav-
ioralaction.Ourresultsreinforce themotivational
role of the self (Sedikides & Gaertner, 2001;
Sedikides & Gregg, 2006; Sedikides & Strube,
1997) and highlight the importance of under-
standing those dimensions of self-knowledge that
are relevant to cardiovascular risk reduction.
Understanding the dimensions of self-knowledge
is necessary for the interpretation, evaluation,
and construction of behavioral action plans
in cardiovascular risk reduction. A strength
of the self-knowledge construct is its multi-
dimensionality, which provides a conceptual
foundation for assigning meaning to the process
of behavioral change, establishing goals and
standards for behavior, gauging one’s skills and
efﬁcacy, and developing strategies for the regu-
lation of behavioral outcomes (Baumeister &
Vohs, 2004; Pridham, 1993; Stein, 1995; Taylor
et al., 1998).
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voiced their hopes and fears for future
health outcomes and elaborated valued goals,
standards, and strategies that guided the initia-
tion and maintenance of behavioral change. These
data are consistent with empirically supported
conceptualizationsofpossibleselvesasself-knowl-
edge structures that contain information
about individuals’ potential and future (Dunkel &
Kerpelman, 2006;Strauss& Goldberg, 1999;Waid
& Frazier, 2003). Stated somewhat differently,
possible selves represent cognitive manifestations
of anticipated goals, motives, fears, and threats that
arebothindividualizedandinﬂuencedbysocialand
cultural experiences. As such, they can be positive
or hoped-for images, or negative, feared selves.
Theorists have conceptualized possible selves
as the blueprints for personal growth and change,
the foundation for goal-relevant behavior, and as
persistent motivators for future behavior (Cross &
Markus, 1991; Ruvolo & Markus, 1992). The
motivational and regulatory functions associated
with possible selves have important implications
for risk modiﬁcation in older adults with CHD.
The evaluation of possible selves allows insight
into personally signiﬁcant behavioral domains
that may provide the basis for risk modiﬁcation.
Understandingthesedomainsisessential,because
it is in these domains that individuals will
attend to their behavior, generate commitment
to behavioral change, and attempt to regulate
behavior (Markus, 1983). Older adults have been
shown to be signiﬁcantly more likely to report
health-relatedpossibleselvesthanyoungeradults;
regardless of age, those with a hoped-for health-
related possible self engaged in more health-
protecting behaviors (Fleury et al., 2002; Hooker,
1992; Hooker & Kaus, 1992, 1994).
Researchers have suggested that, in order
to maintain well-being, individuals change and
reevaluate their possible selves in response
to changing life circumstances (Hooker, 1992;
Strauss & Goldberg, 1999). Such ﬁndings are
consistent with participants’ emphasis on self-
knowledge as a mechanism for personal growth.
As a basis for continued goal development
and achievement, participants engaged in a self-
motivated process of envisioning valued out-
comes, evaluating their abilities, and engaging in
problem solving and self-regulation. Participants
spoke of goals that represented not only valued
outcomes, but also valued images of the self or
enduring self-deﬁnitions (Dunkel & Kerpelman,
2006). Thus, behavior was motivated to allow
participants to grow and change in accordance
with a dynamic self-image (Fleury, 1991).
Similarly, in a study examining changes in
possible selves over time in older adults, Smith
and Freund (2002) found that the dominant
motivational orientation in hoped-for selves was
improvement or hopes to attain valued goals. The
authors concluded that the future-oriented moti-
vational system associated with possible selves
functions well into old age. Despite this emphasis
on improvement and growth, participants also
noted the struggle involved in choosing between
alternativevalues and valued behaviors (Costello-
Nickitas, 1994; Parse, 1992). This struggle may
reﬂect expectations for goal achievement in light
of conﬂicting values. Participants also evaluated
their ability to engage in behavioral change. How
the self is represented, particularly with regard to
self-conceptionsofability,hasbeenlinkedtoboth
performance and achievement (Anderman et al.,
1999; Cross & Markus, 1994; Day, Borkowski,
Punzo, & Howsepian, 1994). Perceived efﬁcacy
may guide the choice of self-relevant goals and
motivation related to speciﬁc strategies for goal
achievement (Maddux & Gosselin, 2003). Par-
ticipants described experiences of both high and
low efﬁcacy as dimensions of evaluative self-
knowledgeinhealthbehaviorchange.Inastudyof
olderadults,Whaley(2003)foundthatdifferences
inpossible selvesrelatedtoself-efﬁcacy,outcome
expectancy, and importance discriminated non-
exercisers from exercisers. Similarly, Hooker
and Kaus (1994) found that how capable a person
felt of avoiding a feared health-related possible
self predicted health behaviors in middle-aged
adults.
Within the behavioral action process, self-
knowledge included relevant plans and self-
regulatory strategies for both the achievement of
desired outcomes and the avoidance of undesired
outcomes. Participants described various self-
regulatory mechanisms used in moving from
desired goals and self-evaluation to action in
risk modiﬁcation efforts. These aspects of self-
knowledge may have motivational potential, as
they guide action toward behavioral change and
goal achievement (Higgins, 1996; Smith &
Freund, 2002). According to Markus, Cross, and
Wurf (1990), when relevant possible selves are
combined with self-regulatory strategies for
achieving or avoiding these selves, behavioral
changeislikelytooccur.MarkusandWurf(1987)
noted that self-knowledge includes procedural
knowledge thatleadstoorganizedandpredictable
behavior within a given domain. Indeed, a deter-
minant of success in behavioral change is the
process through which the individual manipulates
and tests the many possibilities available to direct
Research in Nursing & Health DOI 10.1002/nur
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the strategies that are congruent with valued goals
and perceived ability (Karoly, 1993; Sheldon,
2004). Self-relevant goals and strategies are
constructed through repeated experiences within
the domain, and once established, include well-
deﬁned plans of action (Cantor, 1990; Kihlstrom,
Beer, & Klein, 2003).
Study ﬁndings have important implications for
the development of interventions designed to
promote motivation for risk factor modiﬁcation
in patients with diagnosed CHD. Clinical inter-
vention programs for motivating health behavior
change may be designed with an eye toward
inﬂuencing aspects of the interpretive, evaluative,
or behavioral action contexts of self-knowledge.
Such interventions would acknowledge the
dynamic nature of self-knowledge in addressing
an individual’s goals, interpretations and expecta-
tions, strategies and plans, and use of self-
regulatory mechanisms.
Researchers and clinicians may increase their
understanding ofindividual values, goals, percep-
tionsofefﬁcacy,andstrategiesforhealthbehavior
change by using assessments that include an
analysis of self-relevant expectations and inten-
tions (Dweck, Higgins, & Grant-Pillow, 2003;
Karoly, 1993; Stein, Roeser, & Markus, 1998).
Through attention to how patients view them-
selves within the experience of cardiovascular
disease, and their unique hopes and fears for the
future, intervention efforts may include a refocus
of existing goals, development of strategies to
anticipate the challenges of behavioral change,
andthecreationofaselfconsistentwithriskfactor
modiﬁcation and recovery (Pridham, 1993).
Speciﬁc, personalized images of desired goals
along with strategies for achieving these goals,
may mediate the relationship between positive
expectancies, perceived competence, and per-
formance (Whaley, 2003).
The present results build upon and extend
traditional motivational theory in that they afﬁrm
the central role of the self and self-knowledge in
guidingbehavioralchange.Theconceptualization
of self-knowledge as a primary component of
wellness motivation is an initial step towards
understandingthecomplexitiesofhealthbehavior
change. The present ﬁndings provide a basis for
the continued examination of the content and
function of self-knowledge as an essential link
between motivation and health behavior change.
The exploration of self-knowledge in wellness
motivation allows researchers to move beyond
the study of generalized dispositions or task-
speciﬁc goals in health behavior change to an
examination of the relationships between indi-
vidual motives and speciﬁc actions (Fleury, 1991;
Fleury,Sedikides,&Lunsford,2001;Fleuryetal.,
2002).
Additional research is needed to increase our
understanding of patient experiences related to
behavioral change, including the role of the self
in cardiovascular risk modiﬁcation. Although
several cross-sectional studies of the role of the
selfandhealthhaveincludedolderadults(Cross&
Markus, 1991; Hooker, 1992; Ryff, 1991; Waid &
Frazier, 2003), the majority of research has been
undertaken with college students and adolescents
(Dunkel & Kerpelman, 2006; Stein et al., 1998).
Thus, there are still many questions about the
operationofthismotivationalsystemamongolder
adults, particularly older adults with chronic
illness. Continued exploration of the role of the
self in behavioral change is essential to further
explain the rehabilitative process, adherence to
healthbehaviorchange,andpositiverehabilitative
outcomes. We know little about the dynamic and
growth-oriented nature of self-knowledge related
to health behavior change, and the responsive-
ness of aspects of self-knowledge to changing
life experiences, such as a diagnosis of CHD
(Smith & Freund, 2002). Further exploration of
the content and domains of self-knowledge,
particularlythoseaspectsofpossibleselveslinked
to the initiation and maintenance of behavioral
change are needed as a basis for interventions
designed to promote such behaviors. Ongoing
research will provide a basis for clinical decision
making that acknowledges the central role of
the self in risk modiﬁcation, so that improved
treatment and rehabilitation can occur. Such an
understanding must include attention to self-
knowledge linked to behavioral change processes
in patients across social class, cultural, and racial
afﬁliation.
In conclusion, we believe that continued
exploration of the role of self-knowledge in
guiding health behavior change is essential for
increasing adherence to prescribed regimens,
for developing interventions that will sustain
motivation in behavioral change, and, more
generally, for providing a fuller account of the
role of motivation in health behavior change.
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